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In these studies the measurements were made shortly after starting the different dietary regimes and it may be that with the passage of time more distinct changes in transit rate would occur. It is evident that further studies are required to clarify the importance or otherwise of stasis. In addition to the question of delayed transit it would be of interest to look at other factors such as carcinogens and their concentration in the stool. The generally accepted management of large bowel obstruction caused by a tumour of the colon is a defunctioning colostomy followed by resection a few weeks later and closure of the colostomy. This is the classical staged resection. This management policy is based partly on traditional surgical teaching and partly on the reported high early mortality when immediate resection for left-sided tumours is carried out in the presence of large bowel obstruction. In recent years it has been shown that mobile right-sided lesions presenting with obstruction are more effectively treated by primary right hemicolectomy. This paper discusses the long-term prognosis of patients with carcinoma of the colon treated by a curative resection who present with obstruction of the large bowel. The data come from a survey of carcinoma of the colon and rectum in 'Present address: St Mary's Hospital, London W2 the St Helier Group of Hospitals 1961-6. Of 388 patients studied, 196 received a curative resection, of whom 50 presented with large bowel obstruction. There were 28 staged and 22 primary resections: of these primary resections 18 had primary anastomoses and 4 were Paul-Mikulicz operations. The survival figures for staged resection and primary resection were at one year 20 and 17; and at five years, 7 and 11, respectively. Although the percentage survival at one year is similar, by the fifth year there is a twofold difference between the groups: after primary resection 50% survive compared with the 25% after staged resection. An analysis of the distribution of factors which may affect prognosis in these two groups needs to be carried out before conclusions can be drawn from these figures.
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Age and sex of the patients: The mean age in the primary resection group was 67.4 years and for staged resection 63.8 years; both groups had a similar standard deviation. The sex ratio was also similar between the two groups.
Tumour site distribution: The site distribution in the two groups was similar except at the transverse colon and sigmoid colon sites. Of the 12 lesions in the transverse colon 10 were treated by primary resection. However, in the same number of sigmoid colonic lesions only 3 were treated by primary resection. It could be argued that if there were an intrinsically better prognosis for transverse colonic lesions compared with sigmoid lesions then this may have a significant effect on the overall figures. However, Smiddy & Goligher (1957) showed that there was no difference in the long-term survival in patients with tumours at these sites.
Histology and Dukes' staging: Table 1 shows the distribution of histology and Dukes' staging according to the type of resection carried out. These two factors are known to have a profound influence on prognosis (Naunton Morgan 1965 , Dukes 1944 demonstrates that there is no statistical difference in the distribution of these two factors between the two groups of patients; for histology X2=5.4 (P>0.1), and for Dukes' staging X2= 1.9(P>0.1).
Furthermore, the incidence of lymph node involvement, which is probably the most important single factor in long-term prognosis in these tumours, was similar and not statistically different: 40.9 % in the primary resection group and 46.4 % in the staged resection group.
Clinical selection: The clinical indications for primary resection are difficult to assess in a retrospective survey but detailed inspection of the causes of early mortality does give some information. After a staged resection only one patient died in the first postoperative month, aged 86, of a pulmonary embolus, but after primary resection 4 patients died, all of fxcal peritonitis. This finding is in keeping with other reports of a high immediate mortality after primary resection (Goligher & Smiddy 1957) . During the next 11 months, in the staged resection group there were 6 deaths from recurrent tumour but none from this cause after primary resection. Although the survival figures by the end of one year are similar, the cause of the mortality in the two groups is different. Therefore, at the end of the first postoperative month the staged resection has an advantage over primary resection. By the end of one year this advantage is lost and at 5 years there is a twofold advantage to primary resection. This difference between immediate and late prognosis indicates that clinical selection does not have a simple relationship to the long-term findings. are more frequent after staged resection until the end of the third year. From this time onwards the twofold difference between primary and staged resection is statistically significant at the 1 and 20 level. The conclusion from this data is that there is sufficient evidence to suggest that a prospective trial should be carried out to compare the results of immediate resection with those of staged resection of tumours causing large bowel obstruction. In such a trial it would be important to use the surgical techniques which minimize postoperative fiecal peritonitis. Mersilene mesh (Ethicon) is made up of a polyester woven fibre and is a synthetic prosthesis which has been used for many years in the repair of abdominal wall defects. It has certain characteristics which allow it to be implanted in human tissue with minimal reaction and without impairment of wound healing. As an implant it offers certain advantages which make it useful in new techniques devised for the treatment of rectal prolapse. Since 1967 the author has used this material in two types of repair, a perineal technique for high risk patients and an abdominal procedure for low risk patients.
Perineal Repair
Where an abdominal procedure is contraindicated Thiersch's procedure (Kirschner 1933) , where a wire ring is placed round the anus, is favoured by most surgeons. However, although the technique is simple, it has numerous disadvantages:
(1) The wire ring is rigid and is situated at the anal outlet under the perianal skin, thus failing to give lateral support to the anal canal and merely acting as an obstruction to an intussuscepting rectal prolapse (see Fig 1) .
(2) The wire occasionally cuts through into the anal canal.
